An intrapericardial hernia resulting from an episode of blunt trauma six years prior to injury presented as acute intestinal obstruction accompanied by acute cardiac tamponade. This occurred three months following elective repair of a totally separate left diaphragmatic hernia. Both hernias were presumed to have resulted from the same traumatic incident, as both were devoid of hernial sacs. This is the second such case in which acute tamponade has been documented, and in both cases reduction of the hernia was followed by prompt resolution of tamponade.
CASE HISTORY
A 58-year-old semi-skilled labourer was the front-seat passenger in a car involved in a frontal collision with another vehicle in 1978. He received an injury to the left lateral chest wall. He complained of severe left lower chest pain exacerbated by breathing. On examination, there was bony crepitus on springing the left lateral chest wall. There was poor entry to the left base which was dull to percussion. A chest X-ray revealed fractures of the left fifth to seventh ribs in the anterior axillary line with a small left basal effusion. A basal chest drain was inserted but removed after 24 hours following only minimal serosanguinous drainage. He was discharged from hospital four days later with only minimal left thoracic discomfort. At review over the next six months, he was noted to have a slowly resolving left basal effusion associated with persistence of left chest discomfort. By 1980, he had been complaining of increasingly severe upper gastrointestinal symptoms, including heartburn, vomiting and, on one occasion, possible haematemesis, following which he was referred for oesophagogastroscopy. This showed a hiatus hernia, mild gastritis and a normal duodenum. He was prescribed cimetidine with minimal relief of symptoms. In 1983, he was admitted to hospital with acute, severe central abdominal pain associated with diarrhoea, both of which symptoms settled spontaneously. It became evident that he had been suffering from increasingly severe intermittent epigastric pain, with pain referred to the left shoulder, of being 'short of breath The Ulster Medical Journal after a large meal' and of both orthopnoea and dyspnoea on exertion. He was hypertensive (190/110), and on auscultation of the left chest, pulmonary air entry was minimal whilst bowel sounds were readily audible. Chest radiography revealed cardiomegaly and marked elevation of the left hemi-diaphragm. Diaphragmatic screening confirmed the presence of a left diaphragmatic hernia, and barium meal revealed a gastric volvulus. ECG showed mild inferior ischaemic changes. On exploration through a left eighth interspace thoracotomy, an oval defect, measuring some 12cm in its longitudinal axis, was found in the centre of the left hemi-diaphragm, orientated anterolaterally. Greater omentum, most of the stomach, splenic flexure and several loops of small bowel had herniated through the defect into the chest. There was no peritoneal hernial sac. Following division of widespread adhesions, the viscera were readily reduced into the abdomen and the defect repaired with interrupted linen. He made a rapid, uneventful recovery. At review two months later, his only complaint was of postprandial epigastric fullness. A barium meal demonstrated oesophageal reflux on posturing, but was otherwise normal. A chest X-ray was normal except for persistent cardiomegaly. In 1984, he was re-admitted with classical symptoms and signs of acute intestinal obstruction, evident on erect and supine abdominal X-rays. Anteroposterior and lateral chest X-rays revealed an air-filled loop of bowel situated in the anterior mediastinum (Figure) . From the time of his admission to that of finding an intrapericardial hernia at laparotomy, there was a progressive fall in systolic blood pressure from 140mmHg to 60mmHg, with a rise in pulse rate from 80/min to 120/min, despite adequate intravenous fluid replacement. On exploration, the previous diaphragmatic repair was found to be both intact and distant from a circular defect, measuring some 3cm in diameter, with a thickened fibrous rim, situated in the central tendon of the diaphragm. A loop of proximal ileum had herniated through the defect into the pericardial sac. There was no peritoneal hernial sac. The bowel was readily extracted from the pericardial sac by gentle traction, following which the systolic blood pressure promptly rose to 120mmHg.
The defect was repaired with an expanded polytetrafluroethylene sheet. Once again, the patient made a rapid recovery. Since then he has remained very well. His dyspepsia has been minimal, his antihypertensive therapy has been discontinued and there has been a marked improvement in the cardiomegaly.
COMMENT Thirteen cases of intrapericardial hernia resulting from blunt trauma have been reported.1-9 Ages ranged from 18 to 72 years. Ten were male. The injuries were received in road traffic accidents in 10 cases. The main site of bodily impact was the chest in eleven cases, seven of which had sustained fractured ribs. Four patients had pelvic fractures, one sustained a ruptured bladder while another had a splenic injury requiring splenectomy.
While five cases were diagnosed within one week of injury, five others were not diagnosed until at least one year after injury. Indeed one case remained undiagnosed until 23 years later. 4 The more common cardiorespiratory symptoms prior to dignosis were exertional dyspnoea and palpitations, while the more common abdominal symptoms were those of vague discomfort, cramps and pain. Initial chest X-rays were normal in nine cases, and intrathoracic bowel gas shadows were seen in only one case, but by the time of diagnosis, precordial gas shadows were evident in all. Handley and Havill reported the only previous case of acute cardiac tamponade due to such a hernia in 1975. 8 In six cases, surgical approach was left tboraco-abdominal, in five by laparotomy alone. One case had bilateral thoracotomies. In four cases, the defect extended beyond the periphery of the central tendon. The absence of a hernial sac, considered to be pathognomonic, of a traumatic rupture, was specified in 10 cases. The pericardium was found to contain a portion of stomach which had undergone a volvulus to allow the greater curvature to enter the defect in 10 instances, taking with it transverse colon and greater omentum in five. As in this case, small bowel was the herniating organ in the remaining three. The defect could be primarily sutured in eleven cases, one was repaired with a pericardial rotational flap, and one with fascia lata.
